Objective: To report an unusual penetrating stab injury of the spinal cord. Design: Case report of a 13-year-old boy who sustained cervical trauma following an accident while playing. Setting: Spinal Cord Injuries Unit, Musgrave Park Hospital, Belfast, UK. Case report: Mechanism of injury was by a spear-like electric fence post entering the neck. Initial neurological examination revealed tetraplegia with C4 sensory level. Magnetic resonance imaging (MRI) of spinal cord demonstrates the penetrating injury.
Introduction
Stab wounds resulting in spinal cord injury (SCI) are relatively rare, and account for less than 1.5% of SCI outside the setting of South Africa. 1, 2 We report a case of intraspinal haemorrhage and incomplete tetraplegia following an unusual stab wound to the neck.
Case report
A 13-year-old boy was playing a spear-throwing game using electric fencing posts. These posts are plastic with a metal tip. He bent to pick up a post from the ground, when he was hit from behind by the spike of a similar post, which had been thrown from a distance. He fell to the ground, from standing height, onto his back. He immediately reported weakness of all four limbs. Attending paramedics found the spear lying adjacent to him and 1 cm of the metal tip was blood stained. A stab entry wound was noted in the right posterior triangle of the neck.
In hospital, initial clinical examination revealed a sensory level of C4 to light touch and pinprick bilaterally with patchy areas of impaired and absent sensation distally. Temperature sensation was absent on the right below C4 and joint position sense was preserved throughout. Sacral sensation was impaired. Medical Research Council (MRC) grade one out of five power of the right extensor hallucis longus was the only active movement below C5 motor level. The clinical picture thus confirmed C4 sensory and C5 motor incomplete tetraplegia of American Spinal Injury Association (ASIA) grade C. 3 No bony or ligamentous instability could be demonstrated on plain cervical spine radiographs, including flexion and extension views. MRI demonstrated a small area of central haemorrhage and an abnormal cord signal, with cord swelling from C3 to C6. The sagittal T2-weighted image shows an area of low signal at the site of cord injury ( Figure 1 ) consistent with blood breakdown products, and a surrounding high signal due to cord oedema.
He was managed conservatively and received intravenous methylprednisolone. Increasing active limb movement developed in the first few days of admission. At day 4 postinjury active wrist extension of MRC grade two on the right and one on the left was noted. Day 14 saw MRC grade one power at the right ankle and knee flexors. The right lower limb muscle groups had antigravity power at day 30 when flickers of active muscle movement were first seen throughout the left lower limb. Early lower limb spasticity (within the first week post-injury) was marked, resulting in sleep disturbance. Spasticity limited functional mobility both in a self-propelling wheelchair and on ambulation. Sacral nerve-mediated function improved to achieve continence of both bowel and bladder. A timed interval 
Discussion
Persons with motor incomplete tetraplegia, following stab injury, have previously been shown to increase their ASIA motor score. 1 The majority of these cases have a Brown-Se´quard picture. At follow-up most patients in this group void on volition 1 and 44-66% are independently ambulant.
1,2 At 8 months postinjury, our patient was walking with one stick, an ankle foot orthosis and the assistance of one person. The 10 m timed walk for this gait was 41 s. Despite being ASIA grade D tetraplegia at this stage, his gait is not considered functional. Spasticity remains his major limiting factor to independent ambulation.
In the absence of demonstrable ligamentous instability, any flexion-extension-type injury is felt to be unlikely. Initial diagnosis of Spinal Cord Injury Without Radiographic Abnormality (SCIWORA) with subsequent abnormal MRI has been described in the paediatric population following a fall from standing height. 5 Our patient presented with this potential aetiology; however, the proposed mechanism of injury in this case is one of stab injury and subsequent cord haemorrhage. A stab entry wound on the right side of the neck with predominantly left SCI has been reported previously. 6 This would account for the loss of temperature sensation on the right in our patient, as seen in the Brown-Se´quard syndrome. Complete transection of the cord due to lateral entry stab wound has also been reported. 
